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Urinary peritonitis caused 
by gangrenous cystitis
ABSTRACT
We report a case of a young man who developed severe urinary sepsis, on the 21st day of hospitalization (DH), which 
was treated with ciprofloxacin and gentamicin. On the 30th DH, he developed bloodstream and urinary infections due 
to Acinetobacter baumannii which had been treated with colistin and rifampicin. On the 55th DH, he developed urinary 
peritonitis and necrosis of the anterior and posterior bladder wall. Bilateral ureterostomy was performed. The patient was 
treated with colistin and imipenem. Peritoneal fluid culture yielded Enterobacter cloacae susceptible to imipenem. An 
enterocystoplasty was performed. The outcome was favourable.
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Introduction
Gangrenous cystitis is a rare condition 
that does not present with typical symp-
toms or clinical findings. This makes the 
diagnosis difficult and the prognosis 
poor. The authors report on a rare case 
of urinary peritonitis secondary to blad-
der necrosis.
Case presentation
We report the case of a 20- year- old 
man who underwent surgery in May 
2005 for a cervical rachis injury. On 
the 21st DH, the patient was admitted 
to the medical intensive care unit with 
severe sepsis. The patient presented 
with paraplegia and urinary retention for 
which a urethral catheter was placed. 
Urine culture yielded Proteus mirabilis 
susceptible to ciprofloxacin and gen-
tamicin. Intravenous antibiotic therapy 
with ciprofloxacin (800 mg/day) and 
gentamicin (160 mg/day) was admin-
istered for two weeks. Progress was 
favourable. On the 30th DH in the medi-
cal intensive care unit, the patient devel-
oped fever up to 39 °C and dropped 
his blood pressure (70/40 mmHg). 
A. baumannii, susceptible to colistin, 
was isolated from blood and urine 
cultures. The patient was treated with 
colistin (2 million units, 3 times/day) 
and rifampicin (20 mg/kg/day) for two 
weeks with good recovery. In addition 
to antibiotic treatment, noradrenalin 1 
mg/h was administrated for two days.
On the 55th DH, the patient experienced 
vomiting, abdominal stiffness and fever 
up to 40 ºC. An ultrasound showed an 
important peritoneal collection of fluid. 
Emergency surgery was performed. Sur-
gical exploration revealed urinary perito-
nitis and necrosis of the anterior and pos-
terior bladder wall. A bilateral ureterosto-
my was required. The patient was treated 
with colistin (2 million units, 3 times/day) 
and imipenem (2 gr/day). Enterobacter 
cloacae, susceptible to imipenem, were 
identified in the peritoneal fluid culture. 
The symptoms improved and an entero-
cystoplasty was performed. 
Discussion
Prior to the use of antibiotics, gangre-
nous cystitis was a common problem 
attributed to vascular impairment, pro-
longed labour and infection secondary 
to urinary retention. (1) In the present 
case, a neurogenic bladder, antibiotic 
treatment and urinary infection may 
have been important etiological factors. 
The etiology of this disease is probably 
multifactorial and it is never possible to 
identify a unique cause. Several cases 
have been reported. Bragança reported 
a case of a diabetic male patient hos-
pitalised with dehydration and diffuse 
abdominal pain. (2) Raza described a 
rare case of a colovesical fistula sec-
ondary to bladder necrosis. (3) The 
gangrenous cystitis presented with 
non- typical symptomatology apart from 
some urinary troubles, which are com-
mon to many other urological diseases. 
Emergency surgery is often performed 
without a preoperative defined diagno-
sis. The management of this condition 
is difficult. (4) Treatment should be early 
and aggressive. While regeneration of 
the bladder has been reported, the trig-
one was spared. (5) In our case a total 
cystectomy with enterocystoplasty was 
performed. This   procedure allowed a 
good quality of life for the patient.
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Conclusion
Gangrenous cystitis is a rare condition 
and the etiopathogenesis is unknown. 
Aggressive management should be 
instituted as soon as possible. We 
present a patient who survived severe 
urinary peritonitis caused by gangrene 
of the bladder. Due to entire bladder 
necrosis, preservation was not possible 
and hence total cystectomy, bilateral 
ureterocutaneostomy and abdominal 
drainage were performed. 
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